Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Gabriel Care Home CHAPTER 100.1

Address: 94-1034 Awanani Street, Waipahu, Hawaii 96797 | Inspection Date: December 30, 2019 Annual

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT

RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE: POSTED
ONLINE, WITHOUT YOUR RESPONSE. ‘

08/16/16, Rev 09/09/16, 03/06/18, 04/16/18 1




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
®
All individuals who either reside or provide care or services DID YOU CORRECT THE DEFICIENCY?
to residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance. USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

FINDINGS
Substitute Care Giver (SCG) #1, no evidence of tuberculosis ' .
skin test results 12/09/2019 for conversion to positive PPD. Q C % wona W M @r‘w/ SIS
Submit documentation with the plan of correction (POC). . ) kM\‘ M on i l: / - .7 / (9 :

ot e poSitiue (i /Q?/l‘]

Ploked PPD rdult ok .

ol / 8 / 2036

OQ'O-A/"—@'A(S Wu d

PPD v Y-RAY eopy




2. Ip mein Toof mecilt Is ,%5?7[’111

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(b)
All individuals who either reside or provide care or services FUTURE PLAN
to residents in the Type I ARCH shall have documented .
evidence of an initial and annual tuberculosis clearance. USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
AL DA [0 b o
Substitute Care Giver (SCG) #1, no evidence of tuberculosis o T DOES%\J T HAPP,E N AGAIN? ,
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. (c) PART 1
Refrigerators shall be equipped with an appropriate
thermometer and temperature shall be maintained at 45°F or
lower. No rofrigorator DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
No thermometer used to maintain temperature for: CORRECTED THE DEFICIENCY
1. Refrigerator in the resident dining area &‘(ﬁ C) /%,7[0(\5 /‘\Wdl/ﬂ%
2. Refrigerator in the kitchen used to prepare meals W [ CM M
Thermometer must be inside the refrigerator and checked. H)(,Or‘m@ m@)tw € 7”‘
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. (c) PART 2
Refrigerators shall be equipped with an appropriate
thermometer and temperature shall be maintained at 45°F or
lower. No refrigerator FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
No thermometer used to maintain temperature for: PLAN: WHAT WILL YOU DO TO ENSURE THAT
i , , .. IT DOESN’T HAPPEN AGAIN?
1. Refrigerator in the resident dining area
2. Refrigerator in the kitchen used to prepare meals
Thermometer must be inside the refrigerator and checked. %Ml/ HKM/VVLO W M 1& anie
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. (f) PART 1
Toxic chemicals and cleaning agents, such as insecticides,
fertilizers, bleaches and all other poisons, shall be properly
labeled and securely stored apart from any food supplies. DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Bedroom #4, “Sharps” container at bedside, unsecured. CORRECTED THE DEFICIENCY
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/;L/ 21 / [
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. (f) PART 2
Toxic chemicals and cleaning agents, such as insecticides,
fertilizers, bleaches and all other poisons, shall be properly FUTURE PLAN

labeled and securely stored apart from any food supplies.

FINDINGS
Bedroom #4, “Sharps” container at bedside, unsecured.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

1 m 05 e haeed o &
Can Zﬁ/vm? aud and rtury
S)/WL}"(D M’rv'i’ouxrd/‘\) L
/J./@(’/(/U"«@&’(/ Lok room,




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (e) PART 1
All medications and supplements, such as vitamins,
xl;ninerals, .ar.ld formulas, shall be made available as ordered DID YOU CORRECT THE DEFICIENCY?
y a physician or APRN.

FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1, incomplete order (10/30/19)“Calcium & D3” CORRECTED THE DEFICIENCY
supplement; however, supplement made available daily
since July 1, 2019. Please submit with the POC evidence of \
supplement strength, dose, route and frequency in the order. i .
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date
§11-100.1-15 Medications. (¢) PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN. FUTURE PLAN

FINDINGS

Resident #1, incomplete order (10/30/19)“Calcium & D3”
supplement; however, supplement made available daily
since July 1, 2019. Please submit with the POC evidence of
supplement strength, dose, route and frequency in the order.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (f) PART 1
Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident's
I‘)
name, name of the medication, frequency, time, date and by DID YOU _CORRECT THE DEFICIENCY?
whom the medication was made available to the resident.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Resident #1, medication administration record (MAR) does
not reflect “PRN” medication order as ordered. IL.e., :
4
1. Order (10/30/19) reads, “Ammonium Lactate 12% A 5 (\ N g w PRES G/Q ( \D r( 0 lQ
lotion Apply 1-2 times to dry itchy skin as needed”
2. MAR reads, “Ammonium Lactate 12% lotion ‘ . ;1" { t !

generic for Lachydrin apply 1-2 daily — given 1x A mniont um (’0"0 1[—“;(»2/ [ A m
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Notify physician if resident needs' PRN medication daily. \j Q K "
Record communication in progress notes for new order. " ol / oy ( 2030
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion

Date
§11-100.1-15 Medications. (f) PART 2
Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident's FUTURE PLAN

name, name of the medication, frequency, time, date and by
whom the medication was made available to the resident.

FINDINGS
Resident #1, medication administration record (MAR) does
not reflect “PRN” medication order as ordered. L.e.,

1. Order (10/30/19) reads, “Ammonium Lactate 12%
lotion Apply 1-2 times to dry itchy skin as needed”

2. MAR reads, “Ammonium Lactate 12% lotion
generic for Lachydrin apply 1-2 daily — given 1x
daily”

Notify physician if resident needs PRN medication daily.
Record communication in progress notes for new order.

USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN:
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (g)

All medication orders shall be reevaluated and signed by the
physician or APRN every four months or as ordered by the
physician or APRN, not to exceed one year. Resident #1

FINDINGS

Resident #1, medication order reevaluated and signed for a
period greater than four months. 1.e., Manually signed order
dated 3/14/19 and electronic signature order dated 10/30/19.

PART 1

Correcting the deficiency after-

the-fact 1s not

practical/appropriate. For this
deficiency, only a future plan is

required.

12



RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (g) PART 2
All medication orders shall be reevaluated and signed by the
physician or APRN every four months or as ordered by the
physician or APRN, not to exceed one year. Resident #1 FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1, medication order reevaluated and signed for a PLAN: WHAT WILL YOU DO TO ENSURE THAT
period greater than four months. Le., Manually signed order IT DOESN’T HAPPEN AGAIN?
dated 3/14/19 and electronic signature order dated 10/30/19.
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RULES (CRITERIA)

PLAN OF CORRECTION

Comnipletion
Date

§11-100.1-17 Records and reports. (b)(3)
During residence, records shall include:

Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan,
any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS
Resident #1, progress notes do not reflect the following:

1. Observations for the resident response to prn
medication for itchy skin

2. Monthly vital signs related to cardiovascular
medications

3. Reason for bandage on right hand

PART 1

Correcting the deficiency after-

the-fact 1s not

practical/appropriate. For this
deficiency, only a future plan is

required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) "PART 2
During residence, records shall include:
FUTURE PLAN

Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the

resident's response to medication, treatments, diet, care plan,

any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS
Resident #1, progress notes do not reflect the following:

1. Observations for the resident response to prn
medication for itchy skin

2. Monthly vital signs related to cardiovascular
medications

3. Reason for bandage on right hand

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN? 1e
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(8)
During residence, records shall include: PART 1

Notation of visits and consultations made to resident by
other professional personnel as requested by the resident or
the resident’s physician or APRN;

FINDINGS
Resident #1, no description in progress notes for:

1. 01/17/19, PCP appointment
2. 03/14/19, PCP appointment
3. 11/20/19, eye appointment

Correcting the deficiency after-

the-fact is not

practical/appropriate. For this
deficiency, only a future plan is

required.

Je
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion

Date

§11-100.1-17 Records and reports. (b)(8)
During residence, records shall include:

Notation of visits and consultations made to resident by
other professional personnel as requested by the resident or
the resident's physician or APRN;

FINDINGS
Resident #1, no description in progress notes for:

1. 01/17/19, PCP appointment
2. 03/14/19, PCP appointment
3. 11/20/19, eye appointment

PART 2

FUTURE PL.AN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (c)

Unusual incidents shall be noted in the resident's progress
notes. An incident report of any bodily injury or other
unusual circumstances affecting a resident which occurs
within the home, on the premises, or elsewhere shall be
made and retained by the licensee or primary care giver
under separate cover, and shall be made available to the
department and other authorized personnel. The resident's
physician or APRN shall be called immediately if medical
care may be necessary.

FINDINGS
Resident #1, no evidence of incident report for injury to
hand on 12/30/19 resulting in SCG bandaging right hand.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL USHOWYOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (c) PART 2
Unusual incidents shall be noted in the resident's progress
notes. An incident report of any bodily injury or other FUTURE PLAN

unusual circumstances affecting a resident which occurs
within the home, on the premises, or elsewhere shall be
made and retained by the licensee or primary care giver
under separate cover, and shall be made available to the
department and other authorized personnel. The resident's
physician or APRN shall be called immediately if medical
care may be necessary.

FINDINGS
Resident #1, no evidence of incident report for injury to
hand on 12/30/19 resulting in SCG bandaging right hand.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (e)

In the event of an emergency, an oral summary of the
resident’s condition shall be provided to the receiving
facility, followed by a written transfer summary.

FINDINGS

Resident #1, emergency sheet not current. I.e., no
information for the current medications, current TB
clearance and current diet (Regular diet).

PART 1

Correcting the deficiency after-
the-fact is not
practical/appropriate. For this
deficiency, only a future plan 1s
required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-17 Records and reports. (€) PART 2
In the event of an emergency, an oral summary of the
resident’s condition shall be provided to the receiving
facility, followed by a written transfer summary. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1, emergency sheet not current. Le., no PLAN: WHAT WILL YOU DO TO ENSURE THAT
information for the current medications, current TB IT DOESN’T HAPPEN AGAIN?
clearance and current diet (Regular diet).
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (h) » PART 1
The Type I ARCH shall maintain the entire facility and
equipment in a safe and comfortable manner to minimize DID YOU CORRECT THE DEFICIENCY?
hazards to residents and care givers. *
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Water leaking from ceiling onto the resident dining table. CORRECTED THE DEFICIENCY
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date
§11-100.1-23 Physical environment. (h) PART 2
The Type I ARCH shall maintain the entire facility and
equipment in a safe and comfortable manner to minimize
hazards to residents and care givers. FUTURE PLAN
FINDINGS ~ USE THIS SPACE TO EXPLAIN YOUR FUTURE
Water leaking from ceiling onto the resident dining table. PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature: W )g W
Print Name: \ﬁf(L T S G A 6 R(W

Date: O (f@ [&O&O

\
Licensee’s/Administrator’s Signature: W g ﬂ‘[ M \

Print Name: J ULyl 9 / g QA(& ﬂ(gp
Date: //)/S) /()@ 20
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